Absence attributed to sickness in oil tanker crews. Absences attributed to sickness were investigated in 1 410 deck and engine-room crew members during a period of two years and five months. The mean frequency of absences was 0-23 per man year, with a mean duration per absence of 41 days. The absence frequency varied with both rank and place of work. Altogether 23 % of deck officers serving throughout the study and 43 % of engine-room ratings had one or more absences. Spells of absence in officers were five times more frequent when they were on leave than at sea. In the younger officers more than half of all spells that were initiated while on leave occurred at the end of the leave period. The contrasting environments of ship and shore allow the relative importance of effects on absence frequency of the work and home environment and of medical and social factors to be considered separately.
Traditionally, seafaring has been an occupation in which employment was casual. Crews signed on for a voyage or a period of time and at its end they were paid off. Illness, injury, or death while at sea was recorded in the ship's log and sometimes also at a central registry. Illness between voyages was of little concern to shipowners or any other organization. The health care of seafarers was concentrated on screening new recruits, controlling hygiene on board ship, and providing emergency treatment (Hutchison, 1969) . Nonacute and minor illness either at sea or on shore received little attention despite its effect on attendance and performance.
In recent years most shipping companies have introduced permanent contracts of employment for seafarers. Indeed it is difficult to visualize today's technically complex ships manned on the traditional casual system. This change has brought new aspects of seafarers' health care into prominence. Absence from work or extension of leave attributed to sickness has been a continuing problem for marine managements but it is now more apparent because many seafarers have permanent employment contracts.
The difficulties created by absence and illness are 9 greater than in shore-based industry because a ship cannot sail until it is fully manned. Excess manpower must be employed to make good any absent crew members. In this study absence attributed to sickness in a group of seafarers employed on oil tankers has been analysed and the problems of absence control are discussed. Previous surveys of seafarers' health have studied deaths (Otterland, 1960) , attendances at seafarers clinics (Hutchison, 1943) , or illnesses recorded while at sea (Levy, 1969; 1972) . No study has attempted to measure morbidity either at sea or on shore, although morbidity may be related to occupational hazards and whether at sea or on land may pose problems for marine managements and doctors. The extensive morbidity data collected by the Royal Navy during many years (Ellis, 1969) There were no obvious differences in the causes of absences in deck and engine-room officers.
Discussion
Absences attributed to sickness do not measure true morbidity. They result from the interaction of morbidity, attitudes to work, and social pressures. Seafarers are an unusual group in whom absence-takdng behaviour can be investigated and compared in two very different circumstances. At sea, the mariner has strong managerial and social pressures on him to remain -working -and medical advice is not readily available, hence it is likely that he will work unless he is clearly unable to do so or unless the master considers that restriction is advisable or medical aid required. On shore, the mariner is with his family and friends. He has ready access to medical care and has the prospect of separation from his family at the end of leave to contend with. It is also his only opportunity to obtain non-urgent medical advice and treatment.
In this study the excess of absences in ratings compared with that in officers is probably related to social differences, home circumstances, and attitudes to absence taking. The difference between deck and engine-room crews is less easily explained. The finding that in officers this excess occurs both at sea and on shore and the lack of any specific attributed causes associated with it suggests that it is more closely related to psychosocial factors than to specific environmental stresses. A higher rate of certified absence while on shore would be expected, but the marked excess of absences towards the end of leave in young officers is unexplained. It may reflect the importance of sickness absence as a means of extending the period of leave in this group.
The relative rarity of reported injuries while at sea compared with those on shore, particularly fractures where the diagnosis is almost invariably confirmed by radiography, suggests that with good safety standards the frequency of accidents at sea can be reduced to well below that occurring in everyday life.
One of the major medical problems in the selection and surveillance of ships' crews appears to be the detection of individuals at risk of psychiatric problems. No adequate methods are currently available but a detailed examination of the social and medical antecedents to psychiatric illness in seafarers could be valuable.
The high frequency of absences attributed to surgical treatment at the end of leave and the long delays which preceded treatment in some individuals suggest that wider use of the special medical facilities that are available for seafarers might reduce the time lost because of routine surgery.
Two related but distinct problems require to be resolved:
1. How to minimize morbidity in seafarers. 2. How to minimize absences attributed to sickness without affecting adversely morale or morbidity. Morbidity at sea is probably close to its irreducible minimum. The major outstanding problem is psychiatric illness. On shore the co-ordination of existing hospital services to ensure that the seafarer receives rapid treatment and rehabilitation is essential.
The control of absences attributed to sickness is primarily a problem for marine managements. The employment of seafarers on long-term contracts makes the problem more apparent than was the case when labour was casual. Any financial incentive to include periods of sickness in normal leave allowances might have the serious consequence of encouraging men to return to sea when they were not fit to do so. Any system of allowances for uncertificated leave is liable to abuse and difficult to check with such a dispersed population. Positive incentives to return to work, such as good working conditions and a reunion with old friends, may help. The current trends towards greater flexibility in manning may be removing the incentive of team membership. One of the most effective incentives, particularly for officers whose promotion is linked with performance, is the knowledge that a medical certificate is not evidence of incapacity but merely a statement that the person has seen a doctor and informed him of a recent illness.
There is unlikely to be a major improvement in the rates of absence on shore until the present scheme of sickness certification and benefit payments is modified. If the absentee had to justify his absence direct to marine management with a medical referee called in when required there would almost certainly be a considerable reduction in absences attributed to sickness and the pattern of absence would reflect more clearly the pattern of true morbidity.
More detailed investigations of absence attributed to sickness in seafarers are needed, particularly among ratings. Alternating periods in the very different environments of ship and shore allow the relative roles of true morbidity and social factors in the initiation of absences to be investigated and also provide conditions for studying the role of differing work environments and types of work on health in a situation where non-occupational variables are well controlled.
